Proceedings of the Royal Society of Medicine 6 Larynx treated by Sir James Dundas-Grant by repeated galvano-cautery puncture and, on several occasions, excision of portions of epiglottis, ventricular balnds, and lingual tonsil, until only vocal cords remain. Infiltration of vocal cords and subglottic region resulted in cohesion of cords and narrowing of glottis, despite vigorous attempts to prevent it. In April, 1930, dyspncea had become established and tracheotomy was performed. Appearance of glottis has improved and aperture widened.
Patient also developed lupus of nose, treated by galvano-cautery; lupus of face, treated by light; and tuberculous ulceration of whole of margin of tongue, treated by surgical diathermy.
Condition of lungs has improved.
Discussion.-Sir STCLAIR THOMSON said that tuberculosis was such a kaleidoscopic disease that it was difficult to generalize confidently on the subject. Lupus and tuberculosis had the same basis pathologically, but clinically they were entirely different diseases. One met with people with an atrophied epiglottis who never knew that there was anything the matter with it; they could recover under many forms of treatment, as well as under no treatment, and might last a lifetimne. Lupus never killed a patient, except by becoming tuberculous. The present patient's condition evidently started as lupus, and had now become tuberculous. The true lupus case had no tubercle bacilli in the sputum, or only a few scattered ones.
Between the two states was a "lupoid " stage. In this, the disease tended to infiltrate, not to ulcerate, and the bacilli were scanty. In the middle-aged and elderly this might go on for years and then be cured spontaneously. In the spontaneous healing, lupus might cause stenosis, but tuberculosis might cause stenosis when it was becoming active. One was apt to use the galvano-cautery too long and too frequently. He had obtained the best results by only using it once a month, and his average number of applications was from three to eight.
It was seldom successful if this number did not suffice.
The present patient had not been sent to a sanatorium. All cases of lupus did better under sanatorium regime, whether they had cautery applications or not; and there they had voice rest, as well as general bodily rest. He had had many patients of the kind. One was a surgeon, in whose larynx no tubercle bacilli were found during the two years in which he had tuberculosis; bacilli were discovered only just before be died. The larynx filled up, and he, Sir StClair, begged to be allowed to do tracheotomy, but the patient refused. With complete rest the stenosis often disappeared.
Mr. Ormerod had Raid that he would like to have his (the speaker's) opinion on tracheotomy as a curative measure. It was the best curative measure for stenosis of the larynx, but might do harm in unsuitable cases. Here also sanatorium residence was of much help. In consultation with a physician one knew whether the disease was being arrested. When that was so tracheotomy might be carried out.
F. C. ORMEROD, in reply, said that in over nine years' work at Brompton Hospital, tracheotomy had never before been necessary for dyspnoea. He had had another case of the kind shortly afterwards, and he brought this one forward in order to receive opinions on the value of earlier tracheotomy in such cases. begun eighteen months before, and had been marked for the last two months. On examination.-A smooth round swelling projected from the posterior wall, below the glottis. Direct laryngoscopy showed that it arose apparently from the cricoid cartilage; it practically filled the trachea. It had a perfectly smooth surface and was cystic. Tracheotomy was performed on March 17 with local anaesthetic. Operation (27.3.32 ).-The thyroid and cricoid cartilages were split, and it was seen that the cystic swelling came from the posterior and lateral tracheal walls, extending up to, but not actually involving the cricoid. The neoplasm occupied the length of rather more than two tracheal rings and their inter-spaces. The mucous membrane was incised longitudinally and stripped off easily, the appearance resembling that of a mixed salivary tumour. There was a broad base stretching across rather more than half the trachea, and when the posterior wall was reached dissection became difficult because of adhesions. The cyst was opened, and thick gelatinous contents escaped. The cyst wall was then removed piece by piece, care being taken not to enter the cesophagus. The larynx and trachea were then closed, a tracheotomy cannula being left in.
The patient breathed well the same day with the tracheotomy tube corked, and on March 31 the cannula was removed.
Microscopical examination.--The cyst wall was carcinoma probably derived from mucous glands. The carcinomatous cells were set in some dense fibrous tissue, and were arranged in a glandular manner, with very little stroma. They were cubical and columnar, and were all very similar in staining characteristics; a few showed mitotic figures. A few normal glands were seen in the section.
The carcinomatous nature of the neoplasm, and the impossibility of removing it completely with a surrounding area of healthy tissue, made it necessary to insert radium; this was done on April 25. Four needles, each 3*3 cm. long, containing two milligrams of radiumelement as sulphate screened by 0 5 mm. of platinum were sewn into a rubber tube of sufficient size to fill the trachea. They were left in for six days, the tracheotomy cannula being inserted temporarily. The patient left hospital on May 7, breathing comfortably.
He now has no sign of swelling in the posterior part of the trachea but there is some scar-tissue projecting from the anterior wall in the side of the incision. The right vocal cord does not move at all, but the glottis opens widely.
The case is exhibited not as showing a cure of carcinoma but because of the rarity of the condition.
Di8cussion.-F. HOLT DIGGLE asked what led Mr. Negus to treat this case externally; did the size of the growth seem to contra-indicate an attempt to remove it endoscopically ?
V. E. NEGUS, in reply, said he opened the larynx in this case because it seemed impossible to remove the growth in any other way. The tumour had a wide base, and it not only arose from the posterior wall of the trachea, but was on the lateral walls of the trachea, and occupied about three-fourths of the tracheal lumen, so that there was left only a small chink. He could not see the downward extent of it, and in the upward direction it was thought to come up to the cricoid cartilage, but it came short of that. To have removed it from above by the direct method would have meant an incomplete operation. After low tracheotomy and by direct laryngoscopy he felt that it was not a chondroma, but;was cystic. Nasopharyngeal Fibroma.-F. J. CLEMINSON.
Male, aged 20. Seen first June, 1929. Lower edge of tumour visible, and palate pushed forwards and downwards. One year's history of incrpasing nasal obstruction.
In July part of the tumour was removed after ligature of the base, and a fortnight later the palate was divided and the remainder of the growth removed as completely as possible. It was attached to the spheno-ethmoidal region and round the upper part of the left Eustachian cushion. In August the palate was sutured. but broke down partially and was sutured again in November, in its posterior part only. A year later the tumour had recurred and was removed by a snare. For eighteen days recurrent hbemorrhage was dealt with by packing. On two subsequent occasions (June, 1931) , under avertin anaesthesia remains of the growth were treated by diathermy. Patient was last seen in May, 1932, when there did not seem to be any recurrence. Microscopical section showed typical nasopharyngeal fibroma. Pharyngeal Tumour.-E. COWPER TAMPLIN.
Patient, female, aged 52. Firm tumour growing from soft palate, lateral pharyngeal wall, and posterior faucial pillar on the right side. First noticed by patient four months ago. No glands palpable. Sometimes there is discomfort in right side of neck, extending into ear.
